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Initial Comments

Complaint Investigation #2252832/IL145655

Final Observations
Statement of Licensure Violations:

300.610a)
300.1210b)
300.1210d)3)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other-services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary
care and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.
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d) Pursuant to subsection (a), general
nursing care shall include, at a minimum, the
following and shall be practiced on a 24-hour,
seven-day-a-week basis:

3) Objective observations of changes in a
resident's condition, including mental and
emotional changes, as a means for analyzing and
determining care required and the need for
further medical evaluation and treatment shall be
made by nursing staff and recorded in the
resident's medical record.

These requirements are not met as evidenced by:

Based on interview and record review, the facility |

failed to ensure necessary reporting of a fall was
completed in order to immediately assess for
resident injury and evaluate potential causal
factors leading to the fall for one of 3 residents
(R3) reviewed for quality of care in the sample of
4,

This failure resulted in R3 becoming
unresponsive and sent to the local hospital,
where R3 was diagnosed with a traumatic
subdural hematoma, subsequently leading to
R3's death on 3/14/22.

The findings include:

R3's resident face sheet documents R3's date of
birth was 1/13/43 with an admission date to the
facility of 10/30/21. R3's face sheet also listed the
following medical diagnoses: encephalopathy,
unspecified, chronic obstructive pulmonary
disease, Parkinson's disease, weakness,

atherosclerotic heart disease, other seizures,
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hyperlipidemia, Alzheimer's Disease, unspecified
dementia without behavioral disturbance,
depressive disorders, paralysis of the vocal
cords, anxiety, gastrostomy status, and need for

‘assistance with personal care.

R3's most recent fall risk assessment tool was
completed on 2/13/22 and documents a total fall
risk score of 7, which falls into the moderate fall
risk category.

R3's most recent quarterly Minimum Data Set
(MDS) assessment dated 1/20/22, Section C,
documents a Brief Interview for Mental Status
(BIMS) score of 13, indicating R3 is cognitively
intact. This same MDS documents in Section G
that R3 requires extensive assist (of two plus
person physical assist) for the following: bed
mobility (how a resident moves to and from lying
position, turns side to side, and position body
while in bed or alternate sleep furniture), transfer
(how the resident moves between surfaces
including to or from: bed, chair, wheelchair,
standing position), locomotion on unit (how
resident moves between location in his/her room
and adjacent corridor on same floor), locomaotion
off unit (how resident moves to and returns from
off unit locations like dining room, activities and
treatment areas), dressing (how a resident puts
on, fastens and takes off all clothing items), toilet
use, and personal hygiene. This same section of
the MDS also indicates that R3 did not walk in
room or corridor during the look back period of
this assessment. Section G0300 indicates that
R3 needed staff to assist in stabilizing when
moving from seated to standing position, while
moving off and on the toilet, and when moving
from surface to surface. G0600 indicates that a
wheelchair was normally used as a mobility
device. Section H of this MDS indicates that R3
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